Background: To determine practices of Turkish anaesthesiologists with regard to withholding and withdrawal of life support from the critically ill. Methods: An anonymous questionnaire consisting of 18 questions was mailed to 439 members of the Turkish Society of Anaesthesiology and Reanimation. Results: Three hundred and 69 questionnaires were returned (84% response). Over 90% of the respondents indicated that they were Muslim. We found that 66% of respondents had initiated written or oral do-not-resuscitate orders, most frequently after discussion with colleagues (82%). Conclusions: While a number of similarities were found between Turkish anaesthesiologists and those from other
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A S a result of the increasing clinical capabilities in intensive care medicine and the rapid institution of new technologies in clinical care, ethical dilemmas frequently arise. For example, in the Intensive Care Unit (ICU), many of the newer therapeutic interventions (low tidal volume ventilation, activated protein C) have improved outcome (1, 2) . At the same time, these therapies have resulted in increased length of stay for some patients and, more importantly, in some patients surviving within the ICU environment with no likelihood of meaningful recovery.
The ramifications of the changes in management are overwhelming for patients, providers and societies as a whole. These changes have created new ethical challenges that must be addressed, including issues related to end-of-life care and restrictions to ongoing support (3, 4) . A number of studies have investigated the attitudes of physicians toward end-of-life issues and do-not-resuscitate (DNR) orders in a number of countries (5) (6) (7) (8) (9) (10) . Currently, no data are available to evaluate the attitudes and beliefs of Turkish physicians with regard to these important issues.
Anaesthesiologists frequently provide ongoing care in ICUs with 7-12 beds in Turkey. In addition, a number of departments (including anaesthesiology, neurosurgery, paediatrics, cardiovascular surgery, etc.) have their own ICUs, and anaesthesiologists are often consulted prior to either making life-support decisions or giving DNR orders. However, social life, traditions and the religious beliefs of the physician may affect the rate of DNR orders.
According to Islamic doctrine, an individual's moment of death is foreordained: 'His birth and his death are already recorded -that is, who will be born and how he is to die' (11, 12) . Clearly, euthanasia constitutes interference with divinity. 'Pain and suffering are part and parcel of the reduction of sin' in Islamic thought. To terminate suffering would interfere with expiation for sin (11) .
Moreover, the Turkish Penal Code states that euthanasia is a crime (13) . Although significant data on life No special financial support was provided for this study.This study was presented at the 23rd International Symposium on Intensive Care and Emergency Medicine, Brussels, Belgium, March 2003. support and DNR decisions exist in the literature, there has been no report investigating how end-oflife decisions are made by physicians in Turkey and whether societal factors influence those decisions. This study was designed to evaluate the practices of Turkish anaesthesiologists by utilizing a questionnaire.
Materials and methods
After approval by the Ethics Committee of the Faculty on Clinical Investigations, we mailed a questionnaire to 439 members of the Turkish Society of Anaesthesiology and Reanimation. The questionnaire consisted of 18 questions designed to assess demographics, training, education, religion, ICU facilities, bed capacity and ICU experience. In addition, the questions probed the anaesthesiologists' experiences with euthanasia and DNR orders, as well as their approach to making 'DNR' decisions and their knowledge of the 'Turkish Penal Code'.
The questionnaire utilized a case scenario approach and drew on real-life situations experienced in an urban academic ICU in Izmir, Turkey.
Data were analyzed by Chi-square analysis using the SPSS 8.0 program. A P-value <0.05 was considered significant.
Results

Demographic data
Of the 439 mailed questionnaires, 369 were returned; a response rate of 84%. The demographic information is defined in Table 1 .
One of the topics addressed in the questionnaire was DNR orders. Responders answered three questions about their DNR-ordering experience.
Do-not-resuscitate orders
In the hospital and/or ICU where you work, do you give 'DNR' orders? If your answer is 'yes', how do you give a DNR order? 'When you plan to give a DNR order, with whom do you discuss before you've decided?
Among the respondents, 65.9% indicated that they had given DNR orders and 229 (94.2%) of the DNR orders were given orally. Before giving a DNR order, the physicians indicated that they had a discussion with the family in 14.4% of the cases, with the patient in 1.2%, with colleagues 82.7% of the time and with the Ethics Committee in 1.7% of cases.
Another topic addressed in the questionnaire was to explore the practices of Turkish anaesthesiologists in giving DNR orders with two different scenarios.
A conscious 55-year-old patient who has been mechanically ventilated in an intensive care unit for 700 days because of amyotrophic lateral sclerosis (ALS) needs lifelong respiratory support. Select one of the choices for each of the following conditions (continues full support, withhold additional therapy but continue care, discontinue treatment, administer morphine to allow the patient to die rapidly).
A The patient has no family. B The family insists on limitation or withdrawal of therapy. C The family insists that everything must be carried out. In response to these clinical scenarios, the respondents indicated a variety of attitudes related to continued support. When this patient had no relatives, 68.8% of the respondents would have provided continuous full support to the patient, 26.2% limited treatment, 3.5% discontinued treatment and 1.4% ended the patient's life by using drugs like morphine. Interestingly, respondents from larger centres indicated a significantly higher preference (62.2%, P < 0.02) for maintaining continuous life support. Similarly, the rate of maintaining continuous life support was significantly higher in ICUs with 7-12 beds (70.1%) compared with ICUs with either fewer or more beds (P < 0.03).
When the family wanted a limitation or cessation of treatment, 57.9% of the responders said they would maintain continuous full support, 37.4% would limit the treatment, 3.3% would discontinue the treatment, and 1.4% would end the patient's life by using drugs like morphine. Male physicians tried to maintain full life support (62.1%) significantly longer than their female counterparts (P < 0.01), even when relatives of the patients wanted the limitation or cessation of treatments. Similarly, physicians with less than 5 years of ICU experience showed significantly higher rates of maintaining full life support (61.5%) when compared with others (P < 0.01).
When the family wished to maintain full life support, 85.2% of the respondents would continue full support, 14% would limit treatment, and 0.8% would discontinue treatment. Physicians with less than 5 years of ICU experience showed significantly higher rates of maintaining full life support (87.6%) (P < 0.03).
For a deeply comatose 35-year-old female for whom both neurosurgeons and neurologists predict no chance of recovery following an attack of subarachnoidal haemorrhage, select your attitude (continues full support, continue minimal support, discontinue treatment).
When a patient had no likelihood of recovery, 68.3% of the anaesthesiologists would have continued minimal support, 8.7% discontinued treatment, and 22.9% maintained full support. Physicians with less than 5 years of ICU experience would maintain minimal support therapy (68.8%) (P < 0.04) even in this situation.
Another topic addressed in the questionnaire was to obtain information on whether Turkish anaesthesiologists need support from the Ethics Committee before giving a DNR order.
Do you need an ethics committee consult prior to making a decision? (Yes or No) Do you mean 'Are you required to consult an Ethics Committee prior to making a decision?' or 'Do you feel you need the support of an Ethics Committee prior to making a decision? For the question of whether they would have needed a consultation with the Ethics Committee before making a decision for limiting and/or discontinuing treatment, 58.5% of the physicians responded 'yes', 35.5% responded 'no', and 6% did not answer.
Who is involved in a 'DNR' decision?
1 It is primarily a medical decision that involves only the physician responsible for the treatment of the individual patient. 2 It is a decision mainly reached by the patient, the relatives, and the responsible physician. 3 The hospital administration, ethics committee, patient, family, and responsible physician are all involved in the decision.
The majority of respondents indicated that the decision to limit care should be made by consensus. Only 10% of the respondents felt that the physician is solely responsible for the treatment decisions, while 31.4% felt that the patient, relatives and the responsible physician should jointly decide what care will be continued. Over 58% indicated that the decisions should be made by a coalition of hospital administrators, the Ethics Committee, patient, and relatives, as well as the responsible physician. This opinion was more commonly found in the larger hospitals.
Besides, we aimed to test the Turkish anaesthesiologists on whether they had been knowledgeable of giving a DNR order as a crime.
A physician who gives 'DNR' orders should (be punished or not be punished)
Physicians who give DNR orders should not be punished, according to 94% of the 336 survey respondents. This attitude was significantly higher in anaesthesiologists who worked in centres with more than 801 hospital beds (87.7%) (P < 0.01) and who had less than 5 years of ICU experience (95%) (P < 0.04).
Discussion
In the present study, we tried to identify the practices of anaesthesiologists in Turkey with regard to endof-life issues and DNR ordering. The reason for completing this study was to determine if there were differences in decision-making or attitudes among Turkish anaesthesiologists compared with intensive care physicians and other providers in other societies. Besides, Turkey does not currently have clear-cut legal or ethical guidelines related to end-of-life care. For example, in Turkey there are no legal precedents to define whether a physician has the authority to make decisions about end-of-life care or limiting or withholding support in terminally ill or critically ill patients. The similarity of our findings with those of the other studies suggests that the laws governing these practices should be similar, assuming that the ethical foundations for them are sound and that there are no religious barriers to such regulations.
Among our respondents, 65.9% of them write or verbally provide DNR orders. When Vincent (6) analyzed the results of his European study he found significant differences in DNR ordering rates from one country to another. The ordering practices ranged from 8% in Italy to 91% in the Netherlands. In Northern European countries (the Netherlands, Switzerland, Scandinavia), DNR orders were more commonly written. Significantly, as described herein, the vast majority of respondents in Turkey were willing to provide oral DNR orders, but less likely to write the orders in the medical record. In this study, only 6% of the DNR orders were written, while 94% were oral. Whether this difference reflects concerns about legal rights and responsibilities or other aspects of practice is unclear. The Vincent study (6) suggested that because of legal concerns, physicians in Italy, Spain and Greece were willing to give verbal orders to restrict care, but were not willing to write the orders.
The frequency of decisions to withhold and withdraw life support treatments has rarely been reported from Western and Northern Europe. Ferrand et al. (14) reported that 53% of ICU deaths in France were preceded by a decision to withhold or withdraw life support therapies. In a Spanish study, Esteban et al. (15) reported that 6.6% (226 of 3498) of patients had therapy withheld or withdrawn, and nearly all of them died in the ICU. Of these 226, the proposal to withhold or withdraw life support was initiated by physicians most of the time (92.6%) and by the family in the remaining cases. The patient's family was not involved in the decision to withhold or withdraw life support therapy in 64 of 226 cases (28.3%). Nolin and Andersson (16) reported a review of the records of 3904 patients from Sweden who were admitted between the years 1994 and 2000. Medical therapy was withdrawn in 318 (8.1%) patients. Patients receiving a withdrawal decision exhibited a mortality rate of 60% in the ICU and 33% in the general ward while 7% survived the hospital stay.
Consultation with an Ethics Committee is also possible, particularly when there is a conflict between a patient's family members and ICU caregivers or when discussion of the end of life is necessary (17) . Scheiderman and coworkers (18) reported that of the 30% who completed questionnaires about ethics consultation in the ICU, 29.3% agreed with the principle of the ethics consultation, 34.5% had previously asked for an ethics consultation and 66% had no opinion regarding the procedure. The majority (69.5%) of those who expressed an opinion said that ethics consultations were regarded favourably by physicians, nurses, social workers, and families of patients.
Most European physicians believe that issues such as withholding and withdrawing life support are predominantly biomedical, ethical issues, and that such decisions should be made by physicians (15, 19, 20) . In a study in Swedish ICUs, nearly half of decisions to withhold or withdraw life support were made without a documented discussion with the patient or the family (19, 20) . A study by Ferrand et al. (14) in France reported that families were informed in only 59% of the cases. In Turkey, physicians frequently explain to the family that there is no chance of recovery but the families usually insist on full support.
In this study another interesting finding is the frequency of the physicians who would prefer to consult with other colleagues rather than with the Ethics Committee prior to giving DNR orders (82.7%). Although ethics departments have been founded in many Turkish university hospitals and ethics consultants are available, they are not regularly consulted regarding the decision to give a DNR order. In Turkey there are conflicting opinions regarding the help that ethics consultants can provide to physicians, nurses and family members making decisions about DNR orders, as well as regarding the role of the ethicist in a medical team. A related finding in this study indicates that Turkish anaesthesiologists, whether or not they are given the legal or ethical obligation to address these end-of-life issues, rely heavily on input from others-patients, families and other providers. The majority of the respondents (58.5%) felt that an ethics consultation could help in making such decisions and that those who made these decisions often used the Ethics Committee to assist in decisionmaking.
As Turkey is an Islamic country, it is not surprising that the majority of the respondents were Muslim, but whether this accounted for the relatively consistent findings in this study is unclear. In the study reported by Vincent (6) , 45% of the respondents were Catholic; 41% considered their religion to be important. Religion played a significant role in the decision-making in that study. A more detailed analysis of how the decisions about life support are made in Turkey would be helpful in order to determine the role of religion in social, cultural and clinical decision making.
The criteria on which decisions to withhold or withdraw care in this study were based were somewhat different from the criteria expressed by physicians in previously reported studies. According to responses to our scenarios, we observed that Turkish physicians preferred maintaining or limiting treatment rather than discontinuing therapy or administering morphine to hasten death.
We observed that in large centres (ICUs with between 7 and 12 beds in hospitals with over 801 beds), all patients were likely to receive continuous life support, even when the patient's family would prefer an end to life. This finding may reflect the staff's desire to make advanced ICU facilities available to all patients. Similarly, the responses to the scenario of a patient with no hope of recovery indicated that the common practice of DNR ordering was the limitation of therapy (68.3%).
Other studies reveal different reasons to limit supportive care. Prendergast and Luce (21) reported an increase in withdrawal of life support from 51% to 90% in the same centres in the USA between 1990 and 1997 and they suggested that this trend could have been related to the publication of several consensus statements and guidelines from US scientific societies. In the British study reported by Davies et al. (22) , prognosis and patient requests for limitations to care predominated. In that study, age alone was not found to be an important factor in deciding whether to provide a DNR order. Gillick et al. (23) similarly observed among physicians and nurses a relatively greater likelihood to refuse aggressive care when patients had a terminal illness or were in a vegetative state. Canadian ICUs also reported an increase in withdrawal of life support from 44% to 74% between 1988 and 1993 (24) . The differences between our findings and those of studies performed in other countries are interesting, but cannot be easily explained. The majority of respondents to our survey work in larger centres with modest numbers of ICU beds. The availability of ICU beds and other resources might have a significant influence on attitudes about continuing care and the ways in which limitations to care are considered by both patients and providers.
The method used to evaluate attitudes about DNR orders has some limitations that might influence the interpretation of the results. First, the questionnaire and the clinical scenarios are somewhat artificial. Respondents' attitudes toward DNR orders may not reflect how the physician will behave in the clinical situation. When confronted with a patient or family, a physician may find that the decision-making process is different than it is in the abstract. In addition, the respondents might have provided the responses they thought would be expected of them, rather than the ones that truly reflected their opinions. Since the majority of the respondents were Muslim, the responses might reflect their religious upbringing and beliefs that may or may not be reflected in their clinical practices. In addition, since the majority of the respondents worked in larger centres with modest intensive care unit beds, the attitudes reflected in the survey might not reflect the attitudes of the majority of anaesthesiologists in the country. On the other hand, since there was no concern about legal or ethical ramifications from providing honest responses to the questionnaires or the clinical scenarios, the responses probably do reflect the attitudes of those anaesthesiologists who work in the ICU and confront these issues on a regular basis. Whether other groups of physicians have similar opinions about end-of-life care cannot be predicted, but warrants further investigation.
Despite many cultural and religious differences, the findings of the present study seem to resemble findings of similar investigations from physicians in other countries regarding end-of-life issues. The lack of differences of opinion from different cultural and religious backgrounds is surprising, and may imply that clinical education and experience have a stronger effect on anaesthesiologist decision-making than religious values. An evaluation of attitudes of patients with different religious backgrounds might provide very different findings that would have an impact on decision-making in the ICU setting.
